MISSOURI DIVISION OF HEALTH ~ STANDARD CERTIFICATE OF DEATH
T O e Do o % rl_8__...9rimary Regiatration District Nolmsy____gegilrrar’s Eu.;‘%ﬁa--

Registration Diskrict No. ________
S0 1 o L)
F--!—‘_F—l TULET I § 1J90J
1. PLACE OF DEATH
2. COUNTY

STATE FILE NUMBER

DO NOT WRITE

D
ON THIS STUB AMENDE

2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. STATE Michigan b. COUNTY wayne
c CITY
OR
TOWN
d. STREET
ADDRESS

V5 300
Rev. 4/59

admission}

b. CITY {If outside corporate 1imits, give TOWNSHIP only)

St.louis

c. FULL NAME OF (If NOT in hospital, give lacation)
HOSPITAL OR

Lenath of stay in b Inside Limits

Yesp No []

Reside on Farm

TOWN

Detroit

(If cutside, give lacstion)

Inside Limits

DATE AMENDED

INSTIUTION 54, JAnthony's Hospital

Yes |x Ne [

13442 Camden

Yes [] Nnﬂ

3. NAME OF DECEASED
{Type or print)

First

Mathilda

Middle

A.

Last

Budde

4. PATE
OF
DEATH

Month

October 5,

Day Yaar

1963

5. SEX

6. COLOR OR RACE

7. morried [X Never Married [

8. DATE OF BIRTH

Female

White

Wwidewed ]

Divarced (O

1/25/1891

9. AGE [lest birthday)

72

IF UNDER | YEAR IF UNDER 24 HR

Months Days Hours Min.

10a. USUAL QCCUPATION

Give kind of work done

10b. KiND OF BUSINESS OR INDUSTRY

BIRTHPLACE (Ciry and stale or country)

12. CITIZEN OF WHAT COUNTRY

during most of working life, even if retired)

ousewiie
13a, FATHER'S NAME

At Home

13b. MOTHER'S MAIDEN NAME

Margaret May

16, SOCIAL SECURITY NO. | 17.

Detroit,Michigan

»
14, NAME OF HUSBAND OR WIFE

Frank Budde

Address

Frank Budde, Detroit,Michigan

Myoc ARYY, INTERVAL BETWEEN
ONSET AND DEATH

] Moeen’
Yoxroscloiodel, Moahdoens 2
“2 00

Joseph Kraus
15. WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yes, nn of unknown)l (If ves, give war or dates of servi
o]

INFORMANT

¥8. CAUSE OF DEATH (Enter only Dne cavie per ling Tor (2],
PAR

T 1. DEATH WAS CAUSED BY: -

IMMEDIATE CAUSE (a)

DOCUMENT

Conditions, if any, DUE TO {b)
which gave riza to
above cayse (a),
stating the wnder.
lying cauze laaf. DUE TO ()

PART Il. OTHER SIGNIFICANT CO
disease condition given in

INSTEAD OF

ITIONS CONTRIBUTING TO DEATH but net related to the rermingl PART lil. If deceased was female was =
there b pregnancy in last 90 days.

RT 1 (&)
;'(% l O Yes %ﬂo O Unknown

20b. DESCRIBE HOW INJURY OCCURRED. [Enter pature of injury in PART | or PART IT™of item 18}

. WAS AUTOPSY
PERFORMED
YES [J NO

_TIME OF / Hou
INJURY a.m.
p.m.

- INJURY OCCURRED
WHILE AT WORK ]
NOT WHILE AT WORK O

208, ACCIDENT  SUICIDE  HOMICIDE
0 ] 0

Menth, Day, Year I

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

D r

20e. PLACE OF INJURY (e.g., in or abewt home, | 20f. CITY, TOWN, OR LOCATION
farm, factory, sireet, office bldg., erc.)

N rd Fl rl
—
/e /g%éj— _l%%@mdmrsawtﬂ.aliveon /0/5/4 2
L m eon e date stated above, and 1o the best of my knowledge, frnm the causes atated.
/ 5 ) 22k, Ay 507 2! Z 22775 IGNED

23b, DATE 23c. NAME QF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ar county} 7" (Shate)
Removal e Cepetery

10=-6-63 Mt.0livet
74, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

Albert H.Hoppe,Inc.,4700 Washington Blvd Q€T 7 19_3'3

{Licensed Embalmer's Statement an Reverse Side)

MEDICAL CERTIFICATION

COUNTY

OR
TYPEWRITER RIBBON

1 anended the deceased from

Death occurred at

22a_ SIGNATU {Degrea or mIeJ

USE BLACK INK

SHOULD READ

23a. BURIAL,
REMOVAL (Specify)

BY AFFIDAVIT OF

ITEM NO.

r




. .
Aoy NG

RS E A

&A‘t:ﬁ Bmlcﬁuifmmumm

ENERR O TN

I hereby certify that The body whase name is recorded on 1he reverse snde of this certificate was embalmed by me,

or by

\y?r\king under my personal supervision. ﬁ oy \’_k’

Student, Slgned

Signature of Student Er.nbalrner _ 7— L IN N?’“\%{;Sé /ﬁ(f
P. O. Address. /
SR NN E N\ oy £a\ £\ 34 “

Note The above MUST BE SIGNED BYNTHE I.ICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
) with the above consmur‘.es grounds for revocation of Iu:ense}
N - If embalmed by, a STUDENT, he‘valso shall sngn in his GWN handwriting.

i) \:{\:}'\ If this*body is- not“embalmed fact.should be-so E?tﬂa:ed"qbove __,‘ \\ O M\




